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Multiple studies have documented the association between 
substance use, poor academic achievement, mental health 
problems, and bullying ( 1 , 2 ). A small but growing body of 
research suggests that family violence also is associated with 
bullying (3) . To assess the association between family violence 
and other risk factors and being involved in or affected by bul- 
lying as a bully, victim, or bully-victim (those who reported 
being both bullies and victims of bullying), the Massachusetts 
Department of Public Health and CDC analyzed data from 
the 2009 Massachusetts Youth Health Survey. This report 
summarizes the results of that analysis, which showed signifi- 
cant differences in risk factors for persons in all three bullying 
categories, compared with persons who reported being neither 
bullies nor victims. The adjusted odds ratios (AORs) for middle 
school students for being physically hurt by a family member 
were 2.9 for victims, 4.4 for bullies, and 5.0 for bully-victims, 
and for witnessing violence in the family were 2.6, 2.9, and 
3.9, respectively, after adjusting for potential differences by 
age group, sex, and race/ethnicity. For high school students, 
the AORs for being physically hurt by a family member were 
2.8 for victims, 3.8 for bullies, and 5.4 for bully-victims, and 
for witnessing violence in the family were 2.3, 2.7, and 6.8, 
respectively. As schools and health departments continue to 
address the problem of bullying and its consequences, an 
understanding of the broad range of associated risk factors is 
important for creating successful prevention and intervention 
strategies that include involvement by families. 

The Massachusetts Youth Health Survey is an anonymous, 
paper and pencil survey conducted every 2 years. The survey 
employs a two-stage cluster sample design. In the first stage, 
schools are randomly selected to participate. The probability 
of selection is proportional to the number of students enrolled. 
In the second sampling stage, classes are randomly selected 
for participation, and all students in those classes are invited 
to participate. In 2009, the survey was administered during 
January— June and completed during one class period in 138 



public middle schools and high schools. Sample sizes were 
2,859 students from middle schools and 2,948 students from 
high schools. Response rates among students were 90.6% 
and 87.2% for middle schools and high schools, respectively. 
Cooperation rates were 61.6% for middle schools and 76.5% 
for high schools. Overall response rates were 55.8% for middle 
school students and 66.7% for high school students. A weight 
was applied to each survey record to adjust for school non- 
response, student nonresponse, and distribution of students 
by grade, sex, and race/ethnicity. 

Students were asked two questions related to bullying. The 
first question was “During the past 12 months, how many 
times have you been bullied at school (being bullied included 
being repeatedly teased, threatened, hit, kicked, or excluded 
by another student or group of students)?” Response catego- 
ries ranged from zero times to 12 or more times. Those who 
reported being bullied one or more times were categorized as 
victims. The second question, which immediately followed the 
first, consisted of two parts. Students were asked “Did you do 
any of the following in the past 12 months? a) bully or push 
someone around, and b) initiate or start a physical fight with 
someone.” Response options for the second question were yes 
or no for each part. Those who responded yes to part “a” were 
categorized as bullies. Responses to part “b” were not consid- 
ered in categorizing students as bullies because not enough 
information was available to determine whether or not initiat- 
ing a physical fight should be considered bullying. 
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Responses to the two bullying questions were combined to 
create four mutually exclusive categories: 1) bullies were those 
who responded that they were not bullied but acknowledged 
that they were bullies, 2) victims were those who responded 
that they had been bullied but were not bullies, 3) bully-victims 
were those who responded both that they had been bullied 
and that they were bullies, and 4) “neither” were those who 
responded that they had been neither bullied nor were bullies. 
Students with missing responses to the two bully questions 
were excluded from analysis (55 middle school students and 
39 high school students). 

The questionnaires for middle schools and high schools 
included identical questions regarding demographics and 
suspected risk factors such as poor grades, mental and physical 
health, suicidality, experiences with family violence, overweight 
or obesity, and alcohol, tobacco, and drug use. Percentages of 
bullies, victims, bully-victims, and neither were calculated for 
each risk factor (bivariate analysis) . Statistically significant dif- 
ferences were determined by whether the weighted estimates 
had overlapping or nonoverlapping 95% confidence intervals 
(CIs) . In addition, AORs were calculated, controlling for age 
group, sex, and race/ ethnicity using logistic regression for each 
outcome of interest, with “neither” as the reference group 
(multivariate analysis). AORs were considered statistically 
significant if CIs did not contain 1.0. 

A greater percentage of middle school students (26.8%) than 
high school students (15.6%) were categorized as victims of 
bullying, and for both groups of students, the percentage of 



victims was greater than the percentage of bullies (7.5% for 
middle school and 8.4% for high school) and bully- victims 
(9.6% for middle school and 6.5% for high school) (Table 1). 
A significantly smaller percentage of middle school students 
(56.0%) than high school students (69.5%) were categorized 
as neither bullies nor victims. Among both middle school and 
high school students, a greater percentage of males (9.9% for 
middle school and 12. 1% for high school) than females (5.0% 
for middle school and 4.8% for high school) were categorized 
as bullies. However, a greater percentage of females (29.8% for 
middle school and 17.8% for high school) than males (24.1% 
for middle school and 13.3% for high school) were categorized 
as victims. No significant difference between males and females 
was observed in the percentage categorized as bully- victims, 
either in middle school or high school. 

Compared with students who were neither bullies nor bul- 
lying victims, both middle and high school bully-victims were 
more than three times as likely to report seriously considering 
suicide (24.9% versus 4.5% for middle school; 22.5% versus 
6.2% for high school), intentionally injuring themselves 
(40.9% versus 8.4% for middle school; 28.5% versus 8.6% 
for high school), being physically hurt by a family member 
(23.2% versus 5.1% for middle school; 20.4% versus 4.7% for 
high school), and witnessing violence in their family (22.8% 
versus 6.6% for middle school; 30.6% versus 7.2% for high 
school) (Table 2). 

Exposure to violent family encounters was more common 
among bully-victims than among bullies, and more common 
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